
then over 20 000 extra deaths could have been prevented or
postponed, almost doubling the mortality reduction actually
achieved, consistent with older studies.4

Furthermore, almost two thirds of the total potential
additional benefit would have come from focusing on
secondary prevention and heart failure in primary care.
Because absolute benefit is greater in older groups, they have
the most to gain. The 2003 general medical services contract
will now reward the identification of eligible patients and the
creation of CHD registers in every general practice. Such
incentives may substantially increase treatment uptakes. The
increasing enthusiasm for chronic disease management
programmes and nurse led primary care clinics focused on
secondary prevention and cardiac rehabilitation should also
help. The situation in 2005 may therefore be substantially
better than that in 2000.

We generously assumed that CABG surgery and PTCA
procedures in 2000 were increased by 80%. This was
substantially more than the NSF had achieved by 2003
(some 6000 additional procedures over 1999 rates).2

Relatively few deaths were prevented. However, revascular-
isation is being increasingly seen as a symptomatic interven-
tion for improving quality of life, rather than simply for
saving lives.2

All analytical models have limitations.1 The IMPACT model
was confined to CHD and did not explicitly consider patients
with stroke or peripheral disease. Patients with diabetes were
considered only in terms of their established CHD. The
IMPACT model also assumed that efficacy, the mortality
benefits reported in randomised controlled trials, can be
generalised to effectiveness in unselected patients in clinical
practice. A constant relative risk reduction, independent of
the level of risk, was also assumed. Overestimation of the
true treatment benefits therefore remains possible. Further
explicit assumptions were required to cover deficiencies in
the UK CHD data, which remain lamentably patchy and
mixed.5 Sensitivity analyses were therefore essential to
examine the effect of varying these underlying assumptions
and hence test the robustness of the model.1 Maximum and
minimum estimates were generally narrow. Furthermore, the
relative contribution of each intervention remained

remarkably consistent. This study focused on mortality
reduction. Further research is now required on life years
gained, symptom relief, quality of life, cost effectiveness, and
the potential reduction in serious non-fatal events such as
recurrent MI, stroke, or heart failure often leading to
repeated hospitalisation.2

In conclusion, future national strategies should maximise
the delivery of appropriate treatments to all eligible patients
with CHD and prioritise secondary prevention and heart
failure.
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BMJ MASTERCLASS IN CARDIOLOGY

BMJ specialist journals, of which we are a member, have a major commitment to education.
This commitment has been fostered energetically by our co-owner, the British Cardiac Society.
Together we have developed ‘‘Education in Heart’’ and pioneered the BMJ learning site with
the interactive cases that appear in Heart. Now a further educational initiative will be based
around a series of meetings. These will be known as ‘‘BMJ Masterclass in Cardiology’’ and
the first series of these meetings will take place in early 2006. Again, the specialty of
cardiology and Heart are the pioneers. Other specialties are likely to follow suit. These
meetings will tackle important areas of cardiology and in the first series includes acute
coronary syndromes, atrial fibrillation, and heart failure. They will deal with both current
guidelines and how these relate to current practice. We hope that these meetings will be a
fruitful collaboration and produce high quality educational material for the cardiological
community.
Enquiries regarding further information to:

N website: bmjmasterclasses.com

N email: masterclasses@bmjgroup.com
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